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RELATIVE PROVIDER DISCLOSURE REQUIREMENT 
Due to changes in the waivers July 1, 2011 because of House Enrolled Act 91, each relative or legal guardian who 
provides services to a related waiver participant or intends to provide services are required to disclose the relationship 
and acknowledge and address the safeguards set forth by the Behavioral Health Division – Developmental Disabilities 
(BHD DD). This form is required for every provider or employee of a provider who is providing services to a related 
waiver participant.   
 

Participants have until December 31, 2011 to transition to a new provider if both the case manager and another 
provider on the plan are related to the participant (i.e. Joe’s sister is his case manager and his aunt is his respite 
provider.)  If a guardian of a participant age 18+ is providing direct services or is an officer or owner of a provider agency 
serving their ward, they must disclose the relationship and can no longer receive reimbursement for serving their ward. 
More information on this requirement can be found in the Division Memorandum dated July 15, 2011. 

 

FORM INSTRUCTIONS 
This form shall be filled out by each relative providing services to a waiver participant, either as a certified Waiver 
Provider, an employee of a Provider, or a self-directed employee.  
 

One Form is needed per relative, per participant!  The form is to be reviewed, completed and signed by the provider, 
the participant’s case manager, and the participant and guardian, if applicable.  

Section 1.  RELATIVE DISCLOSURE INFORMATION 
Participant Name:  
      

 Participant Birthdate:  
      

Plan Start Date:  
      

Waiver:  
      

Relative Name:  
      

Provider Agency Name:  
      

Case Manager Full Name & Organization Name: 
      

1. Are you providing services to a participant who is related to you?  If yes, mark how you are related: 
  parent/stepparent*     legally appointed guardian*&**     sibling      aunt     uncle    
 grandparent   step-family   child age 18+ of a waiver participant     1st cousin   Other:       

* Parents/Stepparents and Guardians of minors who provide services as a certified provider shall also be a Limited Liability 

Company (LLC) or a corporation as specified by House Enrolled Act 91. 
**Legally Appointed Guardians of adult participants ages 18+ may not receive reimbursement for providing services. 

2. Do you live in the same residence/same address as the participant?   YES  NO 

3. Are you employed to provide services through Self-direction by the related participant?  YES  NO  

4. Are you employed by a Waiver Provider to provide services to the related participant?  YES  NO 

5. Mark each service you will provide as a relative (see superscript notes for limitations): 
   Case Management

1
      Support Brokerage

1
     Respite

2
    Personal Care

3
    Child Habilitation

2
   

   Companion
2
    Residential Habilitation    Day Habilitation     Supported Living     Residential Habilitation Training

2         

   Specialized Equipment
2
     Community Integrated Employment

2
      Environmental Modifications  

NOTE:  1
Denotes that parents/guardians/EORs may provide the service but are excluded from payment for providing that service 

2
 Denotes that parents/stepparents are excluded from providing the service to their child 

             3
Denotes that the service may be provided to a participant under age 18 by a legally responsible individual  
(i.e. Parent/stepparent/legally appointed guardian) 

6. Is the participant receiving services from a related case manager and another service from a relative?  
 YES   NO   If “no”, then no transition is needed.  If “Yes”, then answer question 8. 

7. If you are a related case manager, are you providing other services to the participant on the plan?  
 YES   NO   If “no”, then no transition is needed.  If “Yes”, then answer question 8.  

8. If question 6 or 7 is “Yes”, the participant must address the conflict of interest and transition out of 
services from one of the related providers.  Date transition will take place:  __/__/__  Which service is 
going to change?              Brief Summary of Transition Plan:        
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Section 2.  PROVIDER SAFEGUARD ACKNOWLEDGMENT 

The Case Manager and the relative provider shall acknowledge  
each safeguard listed below and initial in the space provided. 

____CM     
____P 

Conflict of Interest. To ensure the provision of services is in the best interest of the participant, the plan of care shall be 
developed and monitored by a case manager without a conflict of interest to the relative provider or the participant, 
which means the case manager shall not be employed by or related to the relative provider or the participant (i.e. Sibling, 
child, grandparent, aunt, uncle, or other parent/stepparent, 1st cousin, step family, or the participant’s guardian). 

___N/A 
____CM     
____P 

Self-Directed “Relative” Employees.  For participants self-directing and hiring relatives, the employer must provide 
supervision and oversight of employees and ensure that claims are submitted only for services rendered.  The Financial 
Management Service subagent (Agency with Choice or PPL) shall ensure that claims are submitted only for services 
authorized in the self-directed budget allocated by case managers.   

____CM     
____P 

Unduplicated Services. The plan documents that services do not duplicate similar services, natural supports, or 
services otherwise available to the participant (i.e. assistance normally provided by family, school, Medicaid State plan, etc.) 

___N/A 
____CM     
____P 

Exceptions. If Personal Care and/or Supported Living services are provided by a relative, the services received by the 
participant shall not exceed four (4) hours per participant per day when the related provider lives in the same residence 
as the participant.  It is expected that for those participants living with their families, that the family members will 
contribute natural support and supervision, similar to how families function. 

____CM     
____P 

Relative Employees Hired by a Provider or Agency with Choice. Provider agencies may hire relatives, including 
parents, to provide waiver services in accordance with Wyoming Medicaid Rules Chapter 45, as long as the relative is 
qualified to provide the service.  Provider agencies must provide supervision and oversight of employees and ensure that 
claims are submitted only for services rendered as specified in the plan of care. 

____CM     
____P 

Division Monitoring of Relatives as Providers. Relative providers that are paid to provide services must meet the 
same requirements and qualifications as other providers or employees and are subject to the same oversight levels as 
outlined in the waiver and applicable regulations. Parent/stepparent/Guardian providers shall also be an LLC or Corporation. 

____CM     
____P 

Follow up on Concerns or Choice of other providers. If the related provider is not providing services in the best 
interest of the participant, the case manager, participant, appropriate team members, and the Division as needed, shall 
work to resolve the concerns or choose other providers as appropriate.  The plan of care shall be modified in a timely 
manner to better suit the needs of the participant. 

____CM     
____P 

Service Observation. All services shall be observed quarterly by the case manager and reviewed for appropriateness 
during team meetings every six (6) months.  The Division shall observe services as needed through standard processes. 

____CM     
____P 

Documentation.  A schedule shall be used for documenting service delivery in accordance with Wyoming Medicaid 
Rules Chapter 45, which support the services claimed for reimbursement. Service documentation of the related provider 
shall be for services specific to the plan and to the service definition, not the support naturally expected and provided by 
a relative.  Service documentation shall be reviewed monthly by the case manager to verify that services delivered align 
with the approved plan of care. 

____CM     
____P 

Prior Authorization. The amount of waiver services shall be prior authorized by the Division and align with the service 
definition in the approved waiver and are based upon individual need as specified in the individualized plan of care and 
other assessments. 

____CM     
____P 

Oversight Authority and Action. All claims are processed by ACS and are subject to post-payment validation and may 
be recouped from the provider.  Any service documentation or claim concerns found to not meet these requirements 
shall be referred to Medicaid. 

 

NOTICE:  The relative provider, case manager, and participant/guardian shall review, complete and sign this form. The 
case manager and provider agency shall maintain a copy of the approved form signed by the Division in their master 
provider file.  The Case Manager shall submit a copy of the signed form to the designated Provider Support Specialist. 

 
 

____________________________   __________________________          _________________________________ 
Participant Signature             Date    Guardian Signature        Date         Related Provider Signature      Date  
 

____________________________________________         __________________________________  

 Case Manager Signature, Organization Name, & Date                 DIVISION SIGNATURE                    APPROVAL DATE 


